The National Health Service is the largest employer in the country; and its somewhat belated, but nonetheless welcome, concern for the occupational health care of its employees was reflected in the numbers who attended on 19 February a symposium organized by the Section of Occupational Medicine, entitled 'Health Care Workers -Who Cares?' The Barnes Hall was filled to capacity, and it was gratifying to see occupational health nurses well represented.
Dr John Lunn of St Mary's Hospital presided over the morning session, which was introduced by the Section President, Dr George Kazantzis. The President referred to a report by the World Health Organization (1983) on occupational hazards in hospitals, which drew attention to the difference in outlook between the concern shown by preventive medicine practitioners and their clinical colleagues as to the seriousness with which they viewed occupational health in hospital workers. Traditionally, hospitals had not been considered as ranking in health risk with heavy industry. Consequently less attention had been paid to studying hospital populations. In addition there appeared to be some confusion over who was responsible for such health care at central government level. Such administrative difficulties were not found in Eastern European countries where occupational health services were considered part and parcel of health care in general. Further, referring to the United Kingdom, the WHO report stated that the provision of occupational health services in hospitals had been a slow and fragmented process varying from the well organized to the rudimentary.
Dr R M Oliver, Deputy Chief Medical Officer, DHSS, traced the post-war history of occupational health services (OHS) in the UK. It was, he said, surprising that until recent years so little attention had been devoted to the health of workers concerned with patient care. The earlier reports on OHS -Gowers, Dale, BMA and Porritthad little or nothing to say about the care of NHS employees, and the inauguration of the Employment Medical Advisory Service in 1972 did not immediately impinge on the NHS. The Robens Report had briefly referred to the standards of health and safety in hospitals and had recommended that hospitals be brought within the purview of the law, with inspection by the Factory 'Report of meeting of the Section of Occupational Medicine, 19 February 1985. Accepted 12 April 1985 Inspectorate. Otherwise it had little to say on the subject. It was the Tunbridge Committee which in 1968 had produced specific proposals for occupational health care analogous to those provided by industry (DHSS 1968) . The Government of the day accepted the main principle of the report that hospital authorities should aim at setting up an occupational health service for all their employees.
Advice was given on this to health authorities in 1971 but they did not in the event give it high priority. In general it seems to have been felt that general practitioners would provide the best combination of qualities for manning the service, although extra training programmes would be needed. A number of part-time doctors were appointed and in 1981 there were at least 12 fulltime and 358 part-time doctors providing services (but these figures were probably incomplete). In 1982 the DHSS had issued a guidance note giving special advice on the planning and organization needed. This guidance envisaged the identification of an occupational physician in each Region to advise on the development and coordination of occupational health services. At the present time there were nine occupational health consultants in post. Sixty doctors were undergoing training under the Specialist Advisory Committee but only one of these was working in the Health Service. The full implementation of the Griffiths Report on NHS management would greatly influence future developmentslocal management would largely determine'the pattern of services.
Dr G N Brown, Senior Medical Officer, DHSS, described the present organization of services. He stressed that in the NHS, as in industry, services must operate within the organizational climate of the enterprise. Although advice had been given centrally (DHSS 1982) , the development of services was the responsibility of local health authorities, each of which had to determine its own order of priorities, with the result that development had been patchy. Tunbridge in 1968 had found it impossible to recommend a single pattern and today the needs of Cornwall and the Scilly Isles, for example, might be very different from those of a health district in, say, inner London. The treatment element of hospital occupational health services was usually much smaller than in the larger industries. Occupational physicians and nurses had been made jointly accountable for the running of the service. In some situations experienced occupational health nurses worked with part-time GPs and in others with experienced full-time occupational physicians. 07 1985 The Royal Society of Medicine 0141-0768/85/090775A3/$02.00/0
The Autumn meeting of the Society of Occupational Medicine in 1982 was devoted to the needs of occupational physicians working in the NHS, and as a result a working party with regional representation had emerged which was drafting guidance for those working in the NHS. The Society of Occupational Health Nursing had also formed a Forum for NHS occupational health nurses and there was formal liaison between the two societies.
Dr J T Carter, Director of Medical Services, Health & Safety Executive, spoke of the role of HSE. Precisely the same principles applied in the hospital service as in industry. The primary responsibility was that of the employer, and he needed advice. Safe systems of working, involving engineering and environmental control and employee education, included everyone in the service. Regulations, when they ultimately emerged, depended on the evaluation of risks, through epidemiological, hygiene and engineering studies, on the results of which a control strategy would depend. Joint consultation between risk makers and risk takers was essential. HSE had in Bristol a Health Services Advisory Committee, which had considered specific hospital problems. These included anaesthetic gases in operating theatres, the handling of cytotoxic drugs, hepatitis B and the handling of dangerous pathogens. There were special features in hospitals because of the multiplicity of professional disciplines-for example, anaesthetists had a view on theatre conditionsbut consensus must be striven for. There were biological, ergonomic and social problems, and difficulties stemming from the complexities of NHSmanagement and a weak personnel management tradition. The personal support of Employment Medical Advisers and Factory Inspectors helped to bring into the NHS insight gained through work in industry.
Dr P L Zacharias, Consultant Occupational Physician, Clwyd Area Health Authority, gave an outspoken and stimulating account of the present state of hospital occupational health services before outlining future policy needs. The existing services were patchy and uncoordinated, and whereas private industry knew what it wanted from a health service, NHS management had no idea. Health and safety committees had been condemned by administrators as an incitement to trouble-makers, although there was clearly a need to ventilate the genuine concern of employees. Incidents such as the occurrence of tuberculosis in a chest ward or the follow-up to an asbestos survey led to panic decisions which were often foolish, because there was no consistent policy, and it had yet to be learned that these were precisely the matters in which the occupational physician should be involved. The assistance of the Society of Occupational Medicine had been invaluable, first by bringing together for the first time in 1982 doctors working in the, field, and since then through its working party which had produced guidelines on so many relevant topics, and had stressed the need for the appointment of consultant occupational physicians. Only consultants gained a respectful hearing in the hospital serviceclinical assistants were not listened to. There were many nooks and crannies where the incompetent could shelter, and the NHS had evolved a perfect system for evading decisions; hence he welcomed the recommendation of the Griffiths Report to appoint general managers. Personnel managers were often inexperienced, and occupational physicians could find themselves in conffict with them; the unions showed no militancy in health and safety matters. Hospital OHS should be independently financed through a central budget; he suggested a figure of £15 per head per annum. The OHS should be the natural port of call when problems of the 'sick doctor' arose, but the profession's tradition of protecting its own members was deep-seated.
The Health Services Advisory Committee (1983) had published a memorandum on the organization of hospital OHS, but without the resources this was mere wishful thinking. The OHS should cultivate the trade unions and develop close relations with the Health & Safety Executive. Occupational physicians should have had experience outside the NHS. Their effectiveness would be enhanced by intelligent managers and a proper career structure.
Dr P T Penny, Senior Occupational Physician, Somerset Health Authority, believed that general practitioners could provide an effective service in hospitals, given certain conditions. He had held his present post since 1972, after being invited by the hospital authority to produce a paper on their responsibilities arising from the Tunbridge Report. GPs should be involved for a minimum of 3 sessions per week, and at least the senior member should possess the Associateship of the Faculty of Occupational Medicine, or work to acquire it. At present there were too many GPs doing too few sessions, often for inadequate remuneration. The GP had to accustom himself to the change of pace from general practice, and to accept with equanimity time spent with unions (sometimes nitpicking!) and serving on committees. Consultant colleagues needed to be educated in the functions of occupational health services, and to accept, for example, that they were not necessarily themselves the best people to carry out pre-employment screening. On the vexed question of medical or nursing leadership, he accepted that an experienced full-time occupational health nurse was better placed to give this than a very part-time GP, but he had no doubt that medical leadership was essential, and if every GP had a substantial commitment to the work the question should not arise. He too paid tribute to the guidance and help given by the Society of Occupational Medicine in recent years.
Of Mr W Phoenix, Training and Safety Officer to the North Manchester Area Health Authority, it need only be said that ifhis racy, humorous, and shrewd style of discourse is indicative of the way he carries out his duties, his employers have secured a rare bargain. His talk, however, was, alas, quite unreportable! Dr Kazantzis took the chair for the afternoon session, which provided a series ofpapers on specific hospital topics. Dr J C Coleman, Reader in Medical Virology, Charing Cross Hospital, gave scholarly and useful guidance on hepatitis B and vaccination policy. Dr S G Bown, Senior Clinical Lecturer, The Raine Institute, University College, London, talked on the safe use of lasers, and Dr P Laurence on the safe handling of cytotoxic drugs. Dr M S Knapp of the University Hospital, Nottingham, concluded with a paper on computers and record linkage.
At the end of the papers there was a lively discussion, covering shared services with local authorities, the reasons for Scotland's more rapid progress, the immunity of hospitalsas Crown establishmentsand their staffs from prosecution for health and safety offences, the status and remuneration of doctors in the service, and the special features distinguishing OH work in hospitals from that in industry. Had time permitted, there would certainly have been much more. The size of the audience and the quality of the papers and discussion showed that this sector of occupational medicine, neglected for so long but now its biggest growth point, is well on the way to maturity. was discussed by Dr Peter Cummins, University of Birmingham. Several contractile proteins, inchlding cardiac myosin, actin, troponin-I and troponin-T exist in isotype forms which are located exclusively or preferentially in the heart. Others, such as tropomyosin and troponin-C have common isotypes which are also present in skeletal muscle. Cardiac myosin, the most prevalent contractile protein in the cardiac myofibril, exists in several forms, with two heavy chain and four light chain subunits, each of which has several isotypes. These may be variably expressed in differing amounts in each part of the heart in man (Mercadier et al 1983) , particularly in the atria (Cummins 1982) . Expression is altered during ontogeny, and marked species differences have been found. For example, in rodents there is little regional variation in myosin isotype expression. The amounts of each cardiac myosin isotype have also been shown to change during pressure overload, exercise, and in a number of diseases, including tetralogy of Fallot (Cummins & Auckland 1984) and coxsackie myocarditis in mice 0141-0768/85/090777-05/$02.O00/
FRANK H TYRER

Consultant in Occupational Medicine
Rieferences
